Insert intravenous lines away from joints, but if they are inserted in the antecubital fossa a purpose designed Armback is helpful in keeping the arm straight and securing the lines. A confused patient must be adequately restrained or, if this is impossible, paralysed. Ensure that the whole spine is protected. Remember that dislocations occur at spinal levels other than in the cervical region. Care of the spine extends throughout the length of the vertebral column.
The patient who either has hypovolaemic shock or is likely to develop it requires intravenous infusion. Check that large bore cannulas have been inserted peripherally and are working. There are few indications for central line insertion at the scene of an accident, and, indeed, it may be harmful. If possible blood should be taken for cross matching at the receiving hospital.
Limb splintage
The aim of splintage is to prevent further damage to soft tissue and the compromise of the vascular supply of a limb. The appropriate splint must be chosen. Compressing pneumatic splints or MAST anti-shock trousers are useful for reducing blood loss from pelvic and leg fractures. If blood loss is not a problem non-compromising traction splints allow easier inspection of the limb and palpation of pulses. It may help to place the patient on a conforming mattress such as the Evacumat, which can be curved about his or her limbs, torso, head, and neck. These are only semirigid.
Timing
Speed is of the essence. The time taken to stabilise the airway and institute effective ventilation, control of bleeding, and limb and spinal splintage and to initiate volume replacement should never exceed 15 minutes, and the target time for completing these tasks is 10 minutes. The transport phase is often regarded as a therapeutic vacuum in which no treatment is possible. The speed of an ambulance flashing a blue light in London is only 6 km/h faster than its routine speed. The use of the two tone siren is effective in terrifying the passing motorist but also terrifies the patient.
During transport more practical procedures can be carried out. Further intravenous lines may be set up and small fractures can be splinted. A more thorough assessment of the patient's condition is possible, and monitoring and recording of the vital signs must be continued throughout.
Staff in the receiving hospital must be informed of the patient's impending arrival and condition by the ambulance staff, and in the light of the information, staff in the emergency department must prepare the resuscitation room and summon the trauma team (this is discussed in the article on initial assessment).
Potential problems (1) Air ambulance The designated medical helicopter is the most expensive part of the evacuation armamentarium and should be used with care. In particular it should carry crew who are trained to the highest possible level and who will act as the extended arm of the hospital. Because the helicopter can be used for long and short transportations as well as for secondary transport from primary hospitals to tertiary multidisciplinary centres it requires full monitoring facilities, which include: * A non-invasive blood pressure monitor * A defibrillator * An electrocardiograph and pulse rate monitor * Invasive blood pressure monitors * Temperature monitors * Syringe drivers and infusions pumps * Suckers * Ventilators * A pulse oximeter and pulse rate monitor * A capnograph There are problems concerned with the use of helicopters that are not specifically designed for medical transportation (for example, police craft) in that they are not permitted to carry cardiac monitors, non-invasive blood pressure monitors, and oximeters as they emit electromagnetic radiation; Furthermore, they are cramped and have only minimal equipment.
Once in the air there is only a limited capacity for responding to any emergency. Anticipating potential problems is even more important than during land transport. Anticipate problems before lift off or ensure that the necessary equipment and space to cope with them are available during flight.
Helicopters are noisy, and interpersonal communications can be difficult. Headphones should be placed on the patient's head to allow reassuring conversation. (Do not play soothing music.) The patient should be kept warm and comfortable during the transport. If a long journey is expected metoclopramide may be given to prevent air sickness, and the stomach should be kept empty by frequent gastric aspiration.
The helicopter should be summoned early by contacting the appropriate ambulance headquarters. Ideally, the police, the fire brigade, and land ambulance staff should have access to the telephone number.
All details about the accident and any changes in the patient's condition during transport must be communicated to the emergency department staff. This takes time. Although the information categories are as before, it is important that ambulance staff or first responders do not suddenly disappear while the resuscitation team are attending to their protocols. This means that the team delivering the patient must remain with the patient until the trauma team leader is certain that he or she has noted all of the relevant details. It is often wise to wait a little longer, because afterthoughts are routine. It is particularly important that the patient's response to procedures that have occurred during transportation are communicated to the emergency staff and improvements or deteriorations in physiological scores in the presence of varying degrees of resuscitation efforts are noted.
